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Rhode Island, 1987 


Rhode Island’s age-adjusted mortality rates for breast cancer have been consis- 
tently higher than national rates since at least 1950 (7). During this period, while 
age-adjusted mortality rates have remained relatively stable, demographic changes 
due to an aging population have led to ‘ncreasing numbers of deaths from breast 
cancer. In 1986, the number of Rhode Island women who died from this cause was 
232— more than the number who died from any other type of cancer. 

The Rhode Island Department of Health’s Breast Cancer Screening Program is 
designed to reduce breast cancer mortality by promoting annual breast cancer 
screening, including mammography, for women =40 years of age. Components of 
the program include a broad promotional effort, a strong quality assurance program, 
lowered costs for mammography, and a scheduling and notification system located in 
the Department of Health. Women with positive, suspicious, or inconclusive findings 
are followed up by personal contact from health department staff, and their mam- 
mograms are also reviewed by a panel of radiologists. If widely instituted, this 
intervention has the potential for substantially reducing breast cancer mortality (2,3). 

A survey of Rhode Island women aged =40 was conducted to establish a baseline 
for evaluating the program. Women were interviewed concerning their knowledge, 
attitudes, and practices related to breast cancer screening, including mammography. 
For this survey, random-digit dialing was used to select a sample of Rhode Island 
households with telephones. Households that could be contacted were screened for 
the presence of women aged 2=40. If more than one possible respondent was 
identified in a household, one respondent was selected by using a procedure that 
randomized the selection. Because only 6% of households contacted had more than 
one eligible respondent, no adjustment has been made in the analysis for the lower 
probability of selecting women living in households with other eligible respondents. 
There were 852 completed interviews, for a response rate of 78%. Thirty-seven 
percent of women aged =40 reported having had a mammogram within the past 
year, and 70% reported having had a physical breast examination (Table 1). The 
likelihood of having had a mammogram or a physical breast examination in the past 
year was found to vary with the woman’s age, education, and income. The age group 
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with the lowest proportion (29%) of women who had had a mammogram in the past 
year was the age group =70. However, 69% of this age group had had a physical 
breast examination, a proportion similar to that of other age groups. Among all 
women aged =40, both the proportion of women having had a mammog)i. m and the 
proportion of women having had a physical breast examination increased with 
education and income. Nearly half of the women in the highest income group and 
44% of college graduates had had a mammogram in the previous year, and 78% of 
both groups had had a physical breast examination. The lowest utilization rates for 
both procedures occurred among the poor. Since 92% of all women had seen a 
physician in the previous year, the observed variations in screening practices with 
age, education, and income do not appear to stem from differing frequencies of 
contact with the medical-care system (Table 1). 

The proportion of women who had had both a physical breast examination and a 
mammogram in the past year was 35%, just below the proportion who had had a 
mammogram. When respondents were grouped by age, education, and income, the 
proportion having had both screening procedures follows closely the total proportion 
having had a mammogram. Of the women who reportedly had a mammogram in the 
past year, 96% also had had a physical breast examination. Of those who had not had 
a@ mammogram, 54% had had a physical breast examination in the past year. 

Women who had not had a mammogram in the past 3 years were asked—in an 
open-ended question—for the reason. Many (32%) responded that they did not 


TABLE 1. Percentage of women =40 years of age who, in the past year, saw a 


physician, had a physical breast examination (PE), had a mammogram, and had both 
PE and a mammogram, by age group, years of schooling, and income — Rhode 





Percentage Saw PE and 
in Sample* _ Physician PE Mammogram Mammogram 
100° 70 37 35 





28 
22 
27 
23 


31 
53 
15 


EBs BBS 


Below Poverty Level (PL) 13 

1—1.9 times PL 20 

2-2.9 times PL 16 

23 times PL 33 
sitems may not add to 100 because of missing responses. 

N = 852. 

‘income levels are expressed in relation to poverty income. Poverty income varies with family 
size and is based on annual guidelines established by the Department of Health and Human 
Services for the period July 1, 1987—July 30, 1988 (4). 
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believe it was necessary, usually because they currently had no symptoms, or that 
mammography had not been recommended to them (23%), and they had not thought 
to request it (Table 2). Others reported fear or dislike of physicians or the procedure 
itself (11%), procrastination (8%), lack of time (4%), or their physician’s recommen- 
dation not to have a mammogram (3%). Very few respondents said that their main 
reason for not having a mammogram was the cost of the procedure. 

Forty-four percent of the women surveyed said that their physicians had ever 
recommended that they have a mammogram for screening purposes, i.e., as a 
routine examination when no symptoms are present. Of those women aged =40 who 
had received such a recommendation from their physician, 60% had had a screening 
mammogram in the past year. Of those not receiving such a recommendation, 8% 
had had a screening mammogram in the past year. 

Reported by: JS Buechner, PhD, JP Fulton, PhD, RB Kaufmann, DF DiOrio, RN, MEd, HD Scott, 
MD, MPH, BA DeBuono, MD, MPH, State Epidemiologist, Rhode island Dept of Health. 
D Kovenock, MS, Northeast Research, Orono, Maine. Div of Chronic Disease Control, Center for 
Environmental Health and Injury Control, CDC. 

Editorial Note: The use of mammography for breast cancer screening has been 
shown to reduce breast cancer mortality among women, whether performed with or 
without a breast examination by a physician (2,3 ). On the basis of these findings, the 
National Cancer Institute has recommended the increased use of mammography as 
a key cancer screening objective for the year 2000 (5). Both the National Cancer 
Institute and the American Cancer Society recommend annual physical breast 
examinations for women aged =40. Both organizations also recommend that women 
aged 40-49 have a mammogram every 1 or 2 years and that women aged =50 have 
a mammogram every year (6,7). 

Despite the demonstrated efficacy of mammography in screening for breast 
cancer, most previous studies have shown that few women in the recommended age 
group are screened regularly (8). The preponderance of evidence from national 
surveys indicates that 20% or fewer women in the target groups for breast cancer 
screening have ever had a mammogram. Although most of these data were collected 
nearly 10 years ago, more recent evidence suggests that national screening rates are 
lower than those observed for Rhode Island. The Health Promotion and Disease 
Prevention Supplement to the 1985 National Health Interview Survey of the National 
Center for Health Statistics showed that only 45% of women aged 45-64 and 39% of 
women aged =65 had had a physical breast examination in the previous year (9). 


TABLE 2. “Most important reason” given by women =40 years of age for not having 
a mammogram in the past 3 years — Rhode Island, 1987 





Reason Percentage Reporting 


Believe the test is not necessary 32 
Test was never recommended 23 
Fear of physicians or of test 11 
Procrastination 

Lack of time or cannot schedule test 

Physician said not to have test 

Lack of funds or insurance 

No reason/no response 
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Data from the first quarter of 1987 obtained from the Cancer Control Supplement to 
the 1987 National Health Interview Survey indicate that, nationwide, an estimated 
16% of women aged =40 had had a mammogram in the past year that was not 
performed because of a health problem (10). Compared with national data, the 
survey of Rhode Island women showed unexpectedly high levels of recent breast 
cancer screening even among women with lower levels of education and income. 
Approximately 70% of women aged 240 reported having had a physical breast 
examination, and 31% reported having had a mammogram for screening purposes, 
i.e., not because of a health problem, in the past year. Explanations for these 
differences are unclear, but they may be partly due to the higher degree of 
urbanization and access to health care in Rhode Island than in the United States as a 
whole. 

Clearly, a major focus of any breast cancer screening program should be to 
increase the proportion of primary-care physicians who recommend screening 
mammograms. A nationwide survey of physicians sponsored by the American 
Cancer Society in 1984 revealed the attitudes that must be overcome (77). When 
mammography is performed, it is nearly always part of a complete screening regimen 
for breast cancer, according to these data. In Rhode Island, a recommendation by a 
physician appears to have increased a woman’s compliance with guidelines for 
mammographic screening more than sevenfold. Given the apparent motivating force 
of a physician’s recommendation, as shown by the Rhode Island data, the number of 
physicians who endorse and recommend mammography must increase if promo- 
tional programs for breast cancer screening are to be successful. 
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Recommendations of the Immunization 
Practices Advisory Committee 








Prevention and Control of Influenza 


These recommendations update information on the vaccine and antiviral agent 
available for controlling influenza during the 1988-89 influenza season (superseding 
MMWR 1987;36:373-80,385—7). Changes include statements about 1) updating of the 
influenza strains in the trivalent vaccine for 1988-89, 2) increased emphasis on the 
need for vaccination of health-care workers, 3) prevention of influenza in persons with 
human immunodeficiency virus (HIV) infection, and 4) dosage considerations for 
amantadine. 

INTRODUCTION 


influenza A viruses are classified into subtypes on the basis of two antigens: 
hemagglutinin (H) and neuraminidase (N). Three subtypes of hemagglutinin (H1, H2, 
H3) and two subtypes of neuraminidase (N1, N2) are recognized among influenza A 
viruses that have caused widespread human disease. Immunity to these antigens, 
especially the hemagglutinin, reduces the likelihood of infection and the severity of 
disease if infection occurs. However, over time there may be enough antigenic 
variation (antigenic drift) within the same subtype that infection or vaccination with 
one strain may not induce immunity to distantly related strains of the same subtype. 
Although influenza B viruses have shown more antigenic stability than influenza A 
viruses, antigenic variation does occur. For these reasons, major epidemics of 
respiratory disease caused by new variants of influenza continue to occur. The 
antigenic characteristics of current strains provide the basis for selecting virus strains 
included in each year’s vaccine. 

Typical influenza illness is characterized by abrupt onset of fever, sore throat, and 
nonproductive cough. Unlike many other common respiratory infections, it can cause 
extreme malaise lasting several days. More severe illness can result if influenza virus 
invades the lungs (primary viral pneumonia) or if secondary bacterial pneumonia 
occurs. High attack rates of acute illness and lower-respiratory-tract complications 
during influenza epidemics usually result in dramatic increases in visits to physicians’ 
offices, walk-in clinics, and emergency rooms by persons of all ages. 

Elderly persons and those with underlying health problems are at increased risk for 
complications of influenza infection. Such high-risk persons are more likely than the 
general population to require hospitalization if infected. One recent study showed 
that, during major epidemics, hospitalization rates for high-risk adults increased 
twofold to fivefold, depending on age group. Previously healthy children and younger 
adults occasionally are hospitalized for influenza-related complications, but the 
relative increase in their hospitalization rates is much less than that for high-risk 
groups. 

A significant increase in mortality further indicates the impact of influenza 
epidemics. This increase is a direct result not only of pneumonia, but also of 
cardiopulmonary or other chronic diseases that can be exacerbated by influenza 
infection. Ten thousand or more excess deaths have been documented in each of 19 
different epidemics during the years 1957-1986; more than 40,000 excess deaths 
occurred in each of several recent epidemics. Approximately 80%—90% of the excess 
deaths attributed to pneumonia and influenza were among persons =65 years of age; 
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however, influenza-associated deaths have also been reported among children or 
previously healthy adults <65 years of age during major epidemics. 

Because the proportion of elderly persons in the U.S. population is increasing, and 
because age and its associated chronic diseases are risk factors for severe influenza 
illness, the toll from influenza can be expected to increase unless control measures 
are used more vigorously. The number of younger persons at high risk for infection- 
related complications is also increasing for various reasons, such as the success of 
neonatal intensive-care units, better management of diseases such as cystic fibrosis, 
better survival rates for organ-transplant recipients, and the spread of HIV infection. 


OPTIONS FOR THE CONTROL OF INFLUENZA 

Two measures are available in the United States to reduce the impact of influenza: 
immunoprophylaxis with inactivated (killed-virus) vaccine and chemoprophylaxis or 
therapy with the antiviral drug amantadine. Vaccination of high-risk persons each 
year before the influenza season is the single most important measure for reducing 
the impact of influenza. Vaccination can be highly cost-effective 1) when it is aimed at 
individuals who experience the most severe consequences and who have a higher- 
than-average risk of infection and 2) when it is administered to high-risk individuals 
during routine health-care visits before the influenza season, making special visits to 
physicians’ offices or clinics unnecessary. Recent reports indicate that, when there is 
a good match between vaccine and epidemic strains of virus, achieving high 
vaccination rates in closed populations can reduce the risk of outbreaks by inducing 
herd immunity. When outbreaks of influenza A do occur in closed populations, they 
can be stopped by chemoprophylaxis for all residents. 

Other indications for prophylaxis (whether with vaccine or amantadine) include the 
strong desire of any person to avoid an influenza infection, reduce the severity of 
disease, or reduce the chances of transmitting influenza to high-risk persons with 
whom they have frequent contact. Unlike vaccine, which protects against influenza 
types A and B, amantadine is effective only against influenza A. 

Amantadine therapy is most likely to benefit persons who seek medical attention 
shortly after the abrupt onset of an acute respiratory infection during an influenza A 
epidemic. Early amantadine therapy may reduce the severity and duration of illness 
in high-risk individuals who have not been vaccinated or who were not protected by 
vaccination. 

influenza is known to be transmitted in medical settings. Measures such as using 
isolation precautions for ill patients individually or in groups, limiting visitors, and 
avoiding elective admissions and surgery during an influenza outbreak may limit 
further transmission of virus within hospitals and other institutions. However, unlike 
amantadine prophylaxis, these measures have not been shown to be effective in 
controlling outbreaks. Likewise, the effectiveness of closing schools or classrooms 
during explosive outbreaks has not been established. 

INACTIVATED VACCINE FOR INFLUENZA A AND B 

Influenza vaccine is made from highly purified, egg-grown viruses that have been 
rendered noninfectious (inactivated). Most vaccines distributed in the United States 
have been chemically treated (split-virus preparations) to reduce the incidence of 
febrile reactions in children. Influenza vaccine currently contains three virus strains 
(two type A and one type B) representing influenza viruses recently circulating 
worldwide and believed likely to circulate in the United States the following winter. 
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The potency of the present vaccine is such that it causes minimal systemic or febrile 
reactions. Most vaccinated young adults develop hemagglutination-inhibition anti- 
body titers that are likely to protect them against infection by strains like those in the 
vaccine and, often, by related variants that may emerge. Elderly persons and persons 
with certain chronic diseases may develop lower postvaccination antibody titers than 
healthy young adults and, thus, may be more susceptible to upper-respiratory-tract 
infection. Nevertheless, influenza vaccine can still be effective in preventing lower- 
respiratory-tract involvement or other complications, thereby reducing the risk of 
hospitalization and death. 


RECOMMENDATIONS FOR USE OF INACTIVATED INFLUENZA VACCINE 

Influenza vaccine is recommended for 1) high-risk persons >6 months of age and 
their medical-care providers or household contacts; 2) children and teenagers 
receiving long-term aspirin therapy who, therefore, may be at increased risk of 
developing Reye syndrome after an influenza virus infection; and 3) other persons 
who wish to reduce their chances of acquiring influenza. Vaccine composition and 
dosages for the 1988-89 season are given in Table 1. Guidelines for the use of vaccine 
among different groups are given below. 

Remaining 1987-88 vaccine should not be used. 

Although the current influenza vaccine often contains one or more antigens used 
in previous years, immunity declines in the year following vaccination. Therefore, 
annual vaccination is required. 

During the past decade, data on influenza vaccine immunogenicity and side effects 
have generally been obtained when vaccine has been administered intramuscularly. 
Because there has been no adequate evaluation of recent influenza vaccines admin- 
istered by other routes, the intramuscular route should be used. Adults and older 
children should be vaccinated in the deltoid muscle, and infants and young children, 
in the anterolateral aspect of the thigh. 


TABLE 1. influenza vaccine* dosage, by age of patient — 1988-89 season 


Number of 
Age Group Product’ Dosage’ Doses 
6-35 mos Split virus only 0.25 mL 1 or 2** 
3-12 yrs Split virus only 0.50 mL 1 or 2** 
>12 yrs Whole or split virus 0.50 mL 1 


*Contains 15 wg each of A/Taiwan/1/86 (H1N1), A/Sichuan/2/87 (H3N2), and B/Victoria/2/87 
hemagglutinin antigens in each 0.5 mL. Manufacturers include Connaught (Fluzone® whole or 
split, distributed by E.R. Squibb & Sons); Parke-Davis (Fluogen® split); and Wyeth Laboratories 
(Influenza Virus Vaccine, Trivalent® split). For further product information, call Connaught 
(800)822-2463, Parke-Davis (800)223-0432, and Wyeth (800)321-2304. 

*Because of the lower potential for causing febrile reactions, only split virus (subvirion) vaccine 
should be used in children. Immunogenicity and side effects of split and whole virus vaccines 
are similar in adults when vaccines are used according to the recommended dosage. 

it may be desirable to administer influenza vaccine to high-risk children when they receive 
routine pediatric vaccines, but in a different site. Although studies have not been conducted, 
simultaneous administration should not lessen immunogenicity or enhance adverse reactions. 
‘The recommended site of vaccination is the deltoid muscle for adults and older children. The 
preferred site for infants and young children is the anterolateral aspect of the thigh. 

**Two doses are recommended for children <12 years old who are receiving influenza vaccine 
for the first time. 














influenza — Continued 
TARGET GROUPS FOR SPECIAL VACCINATION PROGRAMS 

Groups at greatest risk of influenza-related complications: 

1) Adults and children with chronic disorders of the pulmonary or cardiovascular 
systems requiring regular medical follow-up or hospitalization during the 
preceding year, including children with asthma. 

2) Residents of nursing homes and other chronic-care facilities housing patients of 
any age with chronic medical conditions. 

Groups at moderate risk of influenza-related complications: 

1) Otherwise healthy persons =65 years old. 

2) Adults and children who have required regular medical follow-up or hospital- 
ization during the preceding year because of chronic metabolic diseases 
(including diabetes mellitus), renal dysfunction, hemoglobinopathies, or 
immunosuppression. 


(Continued on page 369) 
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TABLE Il. Notifiable diseases of low frequency, United States 
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TABLE Ill. Cases of specified notifiable diseases, United States, weeks ending 
June 11, 1988 and June 13, 1987 (23rd Week) 
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TABLE Ill. (Cont’d.) Cases of specified notifiable diseases, United States, weeks ending 
June 11, 1988 and June 13, 1987 (23rd Week) 
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TABLE IV. Deaths in 121 U.S. cities,“ week ending 
June 11, 1988 (23rd Week) 
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3) Children and teenagers (aged 6 months—18 years) who are receiving long-term 
aspirin therapy and, therefore, may be at risk of contracting Reye syndrome 
after an influenza infection. 

Groups potentially capable of nosocomial transmission of influenza to high-risk 
persons. Individuals attending high-risk persons can transmit influenza infections to 
them while they are themselves incubating infection, undergoing subclinical infec- 
tion, or working despite the existence of symptoms. Some high-risk persons (e.g., the 
elderly, transplant recipients, or persons with acquired immunodeficiency syndrome 
[AIDS}) can have relatively low antibody responses to influenza vaccine. Efforts to 
protect them against influenza may be improved by reducing the chances that their 
care providers may expose them to influenza. Therefore, the following groups should 
be vaccinated: 

1) Physicians, nurses, and other personnel who have extensive contact with 
high-risk patients (e.g., primary-care and certain specialty clinicians and staff of 
chronic-care facilities and intensive-care units, particularly neonatal intensive- 
care units). 

2) Providers of home care to high-risk persons (e.g., visiting nurses, volunteer 
workers) as well as all household members of high-risk persons, including 
children, whether or not they provide care. 

VACCINATION OF OTHER GROUPS 

General Population: Physicians should administer influenza vaccine to any person 
who wishes to reduce his/her chances of acquiring influenza infection. Persons who 
provide essential community services may be considered for vaccination to minimize 
the disruption of essential activities during severe epidemics. 

Pregnant Women: Pregnancy has not been shown to be a risk factor for severe 
influenza infection, except in the largest pandemics of 1918-19 and 1957-58. How- 
ever, pregnant women who have medical conditions that increase their risks of 
complications from influenza should be vaccinated, as the vaccine is considered safe 
for pregnant women. Administering the vaccine after the first trimester is a reason- 
able precaution to minimize any concern over the theoretical possibility of teratoge- 
nicity. However, it is undesirable to delay vaccination of pregnant women with 
high-risk conditions who will still be in the first trimester of pregnancy when the 
influenza season begins. 

Persons infected with human immunodeficiency virus (HIV): Increases in infec- 
tions and complications caused by various respiratory pathogens have been 
observed in persons infected with HIV. However, similar increases due to influenza 
have not been reported during recent epidemics. Nevertheless, because influenza 
may result in serious illness and complications in some HIV-infected persons, 
vaccination is a prudent precaution. 

PERSONS WHO SHOULD NOT BE VACCINATED 

Inactivated influenza vaccine should not be given to persons who have an 
anaphylactic hypersensitivity to eggs (see Side Effects and Adverse Reactions 
below). Persons with acute febrile illnesses normally should not be vaccinated until 
their temporary symptoms have abated. 


TIMING OF INFLUENZA VACCINATION ACTIVITIES 


Influenza vaccine should be offered beginning in September. Except in years of 
pandemic influenza (e.g., 1957 and 1968), high levels of influenza activity generally do 
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not occur in the contiguous 48 states before December. Therefore, organized 
vaccination campaigns where high-risk persons are routinely accessible are opti- 
mally undertaken in November. In facilities such as nursing homes, it is particularly 
important to avoid administering vaccine too far in advance of the influenza season 
because antibody can begin to decline within a few months. Such vaccination 
programs may be undertaken in September or October if regional influenza activity is 
expected to begin earlier than normal. 

Children <12 years of age who have not been vaccinated previously require two 
doses with at least 1 month between doses. The second dose should be given before 
December. Vaccine can be given to both children and adults up to and even after 
influenza virus activity is documented in a region. 


STRATEGIES FOR IMPLEMENTING INFLUENZA VACCINE RECOMMENDATIONS 

More effective programs are needed for giving influenza vaccine to high-risk 
persons, their health-care providers, and their household contacts. Programs for 
administering vaccine in nursing homes and other chronic-care facilities, physicians’ 
offices, health maintenance organizations, hospitals, and employee health clinics 
must be carefully planned. High-risk adults and children who do not live in nursing 
homes or other chronic-care facilities should be offered influenza vaccine at their last 
regular medical appointment before the influenza season (i.e., before December). If 
they do not have a regular medical appointment scheduled in the fall, they should be 
notified by their heaith-care providers to come in specifically to receive influenza 
vaccine. From September through February, hospital discharge procedures should 
include influenza vaccination of high-risk patients. Medical-care personnel and 
support staff should ensure that no high-risk patient resides in or leaves a medical- 
care facility in the fall without being offered and urged to receive influenza vaccine. 
Equally important, administrators and infection-control staff of health-care facilities 
should establish procedures for offering vaccine to patient-care staff that take into 
account barriers to vaccination. More staff members will be vaccinated if vaccine is 
readily available at the worksite (e.g., on patient-care units during all shifts rather than 
at an employee health clinic). 

Educational materials about influenza and its control are available from a variety of 
sources. For information on sources of educational materials and a selected bibli- 
ography, contact the Centers for Disease Control, Center for Prevention Services, 
Technical Information Services, 1600 Clifton Road, N.E., Atlanta, Georgia 30333. 


SIDE EFFECTS AND ADVERSE REACTIONS 

Because influenza vaccine contains only noninfectious viruses, it cannot cause 
influenza. Occasional cases of respiratory disease following vaccination represent 
coincidental illnesses unrelated to influenza vaccination. The most frequent side 
effect of vaccination is soreness around the vaccination site for up to 1 or 2 days; this 
occurs in less than one-third of vaccinees. 

In addition, the following two types of systemic reactions have occurred: 

1) Fever, malaise, myalgia, and other systemic symptoms occur infrequently and 
most often affect persons who have had no exposure to the influenza virus 
antigens in the vaccine (e.g., young children). These reactions begin 6-12 hours 
after vaccination and can persist for 1 or 2 days. 

2) Immediate, presumably allergic, reactions such as hives, angioedema, allergic 
asthma, or systemic anaphylaxis occur extremely rarely after influenza vacci- 
nation. These reactions probably result from hypersensitivity to some vaccine 
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component— most likely residual egg protein. Although current influenza vac- 
cines contain only a small quantity of egg protein, they are presumed capable 
of inducing immediate hypersensitivity reactions in persons with severe egg 
allergy, and such persons should not be given influenza vaccine. This includes 
persons who develop hives, have swelling of the lips or tongue, or experience 
acute respiratory distress or collapse after eating eggs. Persons with a docu- 
mented immunoglobulin E (igE)-mediated hypersensitivity to eggs, including 
those who have experienced occupational asthma or other allergic responses 
from occupational exposure to egg protein, may also be at increased risk of 
reactions from influenza vaccine. 

Unlike the 1976 swine influenza vaccine, subsequent vaccines prepared from other 
virus strains have not been associated with an increased frequency of Guillain-Barré 
syndrome. Although influenza vaccination can inhibit the clearance of warfarin and 
theophylline, clinical studies have consistently failed to show any adverse effects 
attributable to these drugs in patients receiving influenza vaccine. 


SIMULTANEOUS ADMINISTRATION OF OTHER VACCINES, 
INCLUDING CHILDHOOD VACCINES 

The target groups for influenza and pneumococcal vaccination overlap consider- 
ably. Both vaccines can be given at the same time at different sites without increasing 
side effects. However, influenza vaccine is given annually, and it is currently 
recommended that pneumococcal vaccine be given only once. Detailed immunization 
records should be provided to each patient to record the date when pneumococcal 
vaccine was given. 


High-risk children usually see a health professional to receive routine pediatric 
vaccines. These visits provide a good opportunity to administer influenza vaccine 
simultaneously but in a different site. Although studies have not been conducted, 
simultaneous administration should not diminish immunogenicity or increase ad- 
verse reactions. 


ANTIVIRAL AGENTS FOR INFLUENZA A 

Two antiviral drugs have specific activity against influenza A viruses: amantadine 
hydrochloride and rimantadine hydrochloride. Currently, only amantadine is ap- 
proved for marketing in the United States. 

Both amantadine and rimantadine interfere with the replication cycle of type A 
influenza viruses, although the specific mechanisms of their antiviral activity are not 
completely understood. Both drugs are 70%—90% effective in preventing illnesses 
caused by naturally occurring strains of type A influenza viruses. However, they are 
not effective against type B influenza. When administered within 24-48 hours after 
the onset of illness, they can reduce the duration of fever and other systemic 
symptoms, allowing the patient to return more rapidly to routine daily activities. 
Since these drugs may not prevent infection itself, persons who take them can still 
develop immune responses that will protect them when they are subsequently 
exposed to antigenically related viruses. 

Increasing the availability of rapid viral diagnostic tests and improving the 
dissemination of information about areas where influenza A virus infections have 
been confirmed will allow for more efficient and appropriate use of antiviral agents. 
Such information is reported throughout the influenza season in the MMWA and is 
also available by computer telecommunication through the Public Health Foundation. 
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AMANTADINE PROPHYLAXIS RECOMMENDATIONS 

Amantadine is recommended under certain circumstances, particularly for control 
of presumed influenza A outbreaks in institutions housing high-risk persons. Chemo- 
prophylaxis should begin as early as possible after the outbreak is recognized. 
Contingency planning is needed in chronic-care facilities to establish specific steps for 
rapidly administering amantadine to residents and staff when influenza outbreaks 
occur. For outbreak control, amantadine should be administered to all residents of the 
institution whether or not they received influenza vaccine the previous fall. Amanta- 
dine should also be offered to unvaccinated staff who provide care to high-risk 
patients. For prophylaxis, the antiviral drug should be taken each day for the duration 
of influenza activity in the community. 

Amantadine prophylaxis is also recommended in the following situations: 

1) As an adjunct to late vaccination of high-risk persons. \t is not too late to 
vaccinate even when influenza A is known to be in the community. However, 
because the development of an antibody response following vaccinat.on takes 
about 2 weeks, amantadine should be used during this period. Amantadine 
does not interfere with the antibody response to the vaccine. 

To reduce the spread of infection and to maintain care for high-risk persons in 
the home. Unvaccinated persons who provide home care for high-risk persons 
(e.g., household members, visiting nurses, volunteer workers) should also 
receive amantadine prophylaxis during the period when influenza A outbreaks 
occur. 

For immunodeficient persons. As a supplement to the protection afforded by 
vaccination, amantadine prophylaxis is indicated for high-risk patients who may 
have a poor antibody response to influenza vaccine, such as persons with AIDS. 
Whereas adults with AIDS can be expected to have some residual immunity to 
influenza from prior infections, children with AIDS may have little or no 
immunity to the virus. Therefore, amantadine prophylaxis against influenza 
should be considered during influenza epidemics, especially for children with 
AIDS. The potential benefits should be evaluated on a case-by-case basis, taking 
into account the potential risks of side effects, especially in patients with central 
nervous system involvement. 

4) For persons for whom influenza vaccine is contraindicated (see Side Effects and 
Adverse Reactions above). 

Amantadine can also be used prophylactically in other situations (e.g., for unim- 
munized members of the general population who wish to avoid influenza A illness). 
This decision should be made on an individual basis. 

AMANTADINE THERAPY 

Although amantadine has been shown to reduce the severity and shorten the 
duration of influenza A illness in healthy adults and children, no well-controlled 
clinical studies have examined the efficacy of amantadine therapy in preventing 
complications of influenza A in high-risk persons. Nevertheless, because of the 
potential benefits, amantadine should be considered for high-risk patients who 
contract an illness compatible with influenza during a period of known or suspected 
influenza A activity in the community. The drug should be given within 24—48 hours 
after onset of illness and should be continued until 48 hours after signs and 
symptoms resolve. 
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DOSAGE CONSIDERATIONS FOR AMANTADINE 

The following information should be considered in determining the appropriate 

dosage of amantadine:* 

1) In controlled studies, 5%—10% of healthy young adults taking amantadine at the 
standard adult dosage of 200 mg per day have reported side effects including 
nausea, dizziness, insomnia, nervousness, and impaired concentration. Data 
suggest that a daily prophylactic dosage of 100 mg may provide protection 
comparable to that of 200 mg/day but with fewer side effects. No studies have 
compared the efficacy of amantadine at daily dosages of 100 mg and 200 mg for 
treatment of influenza A infection. 

2) Amantadine is not metabolized and is excreted unchanged in the urine by 
glomerular filtration and tubular secretion. Because renal function declines with 
aging, the daily dosage for persons =65 years of age should not exceed 100 mg 
for prophylaxis or treatment. When amantadine is administered to patients with 
impaired renal function, the dosage should be further reduced (see package 
insert). Because recommended dosages for persons with renal impairment 
provide only a rough estimate of the optimal dosage for a given patient, such 
individuals should be closely observed so that adverse reactions can be 
recognized promptly and the dosage reduced or the drug discontinued if 
necessary. 

Persons with active seizure disorders may be at increased risk for seizures when 
given amantadine at a dosage of 200 mg daily. Data suggest that the risk of 
seizures in such persons might be reduced by using a lower dose of the drug. 

4) The use of amantadine in children <1 year of age has not been adequately 
evaluated. The approved dosage for children 1-9 years of age is 4.4 mg/kg/day, 
not to exceed 150 mg/day. Although further studies would be desirable to 
determine the optimal dosage for children, physicians should consider prescrib- 
ing 4.4 mg/kg/day to reduce the risk of toxicity. For children >10 years weighing 
<45 kg, it may also be advisable to prescribe 4.4 mg/kg/day. The dose for 
treatment should not exceed 150 mg for children aged 1-9 years and 200 mg for 
children =10 years of age. As for adults, a maximum dosage of 100 mg daily 
should be effective for prophylaxis (see #1 above). 


*Further information is available from DuPont Pharmaceuticals, one of the manufacturers of 
amantadine, by calling (800)441-9861. 
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Syrup of Ipecac Contamination 


On April 29, the Food and Drug Administration (FDA) announced the nationwide 
recall of Humco-brand syrup of ipecac as a result of a labeling error. The manufac- 
turer, Humco Laboratory, Inc., of Texarkana, Texas, undertook the recall of all lots of 
the product following a report to FDA from the Thrift Drug Company of Pittsburgh, 
Pennsylvania, that five of seven ipecac bottles in one of the company’s drugstores 
had been found by the drug company to contain eucalyptus oil instead of ipecac. In 
addition to commercial sales, thousands of 1-ounce bottles of Humco-brand ipecac 
syrup were made available free to nonprofit organizations, including several poison 
control centers, throughout the United States during the week of May 2 as part of 
Poison Prevention Week campaigns. 

The syrup was sold or given away as individual 1-ounce bottles or was included as 
part of a poison kit. At the time of the recall, 200,000 botties were known to still be in 
distribution channels; another 200,000 botties may already have reached consumers. 
FDA advises consumers to return all 1-ounce bottles labeled Humco ipecac. 
Reported by: Dallas District Office; Office of Compliance, Center for Drug Evaluation and 
Research, Food and Drug Administration. Epidemiology Br, Div of Injury Epidemiology and 
Control, Center for Environmental Health and Injury Control, CDC. 

Editorial Note: Ipecac syrup is used mostly to induce vomiting in children under the 
age of 4 after a poisoning or suspected poisoning. Eucalyptus oil is commonly used 
in minute amounts in vaporizers and nose drops, and in cough drops as flavoring, and 
it is considered safe for these purposes. However, pure eucalyptus oil should never be 
ingested because even small amounts can quickly cause convulsions and coma. As 
little as 1 teaspoon (5 cc) can be fatal. Parents are urged to search for 1-ounce bottles 
of Humco ipecac and to return them to the source from which they were distributed. 

For further information, contact Gust Koustenis, Recall Officer, Office of Compli- 
ance, Center for Drug Evaluation and Research, Food and Drug Administration, 7520 
Standish Pince, Rockville, Maryland 20855, telephone (301)295-8060. 


Notice to Readers 





National Conference on the Prevention of HIV Infection and AIDS 
Among Racial and Ethnic Minorities in the United States 


August 15-17, 1988, CDC will cosponsor a national conference on the Prevention 
of HIV Infection and AIDS Among Racial and Ethnic Minorities in the United States, at 
the Omni Shoreham Hotel, in Washington, D.C. The conference is sponsored in 
conjunction with the Office of Minority Health; the Alcohol, Drug Abuse, and Mental 
Health Administration; the Health Resources and Services Administration; and the 
Indian Health Service. The Food and Drug Administration, the National Institutes of 
Health, state and local health departments, and minority and voluntary organizations 
will also participate. The conference is targeted for persons involved in AIDS 
prevention activities; these include AIDS program managers, planners, administra- 
tors, community health educators, counselors, health-care providers, and program 
evaluators. 
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Conference — Continued 
The conference objectives are to: 


Provide an overview of strategies for prevention and control of AIDS in racial 
and ethnic minority communities. 

Present and discuss information on technical assistance; funding; networking; 
and program development, implementation, and evaluation. 

Exchange information on model programs to prevent infection among people 
engaged in high-risk activities, such as intravenous drug use and unsafe sex. 


Develop ideas for future direction of programs to prevent HIV infection and 
AIDS. 


The objectives will be accomplished through a series of workshops that will focus 
on program development, technical assistance, and funding resources and coordina- 
tion. Strategies for community outreach, health education and risk reduction, HIV 
antibody counseling and testing, and research and program evaluation will be 
emphasized. 

A preconference program on the evening of Sunday, August 14, will provide an 
overview of recent developments in HIV infection and AIDS. During the conference, 
time also will be allotted for roundtable discussions, strategy and resource sharing, 
and group caucuses. 

For more information, contact the CDC AIDS Conference Office at (202)737-8062. 





376 MMWR June 17, 1988 


FIGURE |. Reported measies cases — United States, Weeks 19-22, 1988 
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